M
y argument is not an attack on psychiatry; rather, it is an argument in favour of recognizing that many assisting disciplines have a role in treating addiction, each with varying degrees of success. Any attempt to limit addiction treatment to a purely psychiatric public health model is ill-advised, for not only do many psychiatrists not know how to treat an addiction sufferer, but a proportion of that group may also even refuse to see an individual with active addiction. Pickering notes that currently, "psychiatry [is] at the place where brains, behavior, values, laws, beliefs, society, psychology, and history seem to come together to make humans what they are and what they believe themselves to be" 1, p 175 . I would also include the environment among these factors that produce the mind. This meeting of so many representations of reality may explain why there is so much confusion about addiction and mental illness in general-and why psychiatry struggles for validation. There is no simple model of the disorder or disease we call addiction.
Dr Els states that "mental health is at a crossroads" and needs to partner with public health, with both disciplines recognizing that addiction is a public health problem as much as a mental health one. Psychiatry is at a crossroads; however, the solution is not to turn to public health to resolve problems with addiction but, rather, to reevaluate the role of the psychiatrist. The phenomenon of being human is what must be addressed and treated. Even though phenomenological psychopathology has been neglected, it is this study of the meanings and meaningful relationships that cause mental suffering that psychiatry must consider when dealing with addiction and other mental illnesses. 2 We know that part of the use of drugs and alcohol, or other addictive behaviours, is little more than a habit, but the driving force behind addiction is a very disturbed, unhappy, and helpless individual. Most physicians, including psychiatrists, are not prepared to try to understand the basic motivation of an addiction sufferer, let alone develop the empathic relationship that is required when assessing patients phenomenologically. It is folly to limit the treatment of addiction to a small group of physicians who are overworked, many of whom feel it is impossible to help a patient who cannot be understood. Instead, any and every physician who is willing to spend the necessary time to understand and develop an empathic relationship with individuals suffering from addiction should be allowed to treat addiction. It makes no sense to exclude physicians unless they are psychiatrists or in public health. There are many surgeons, pathologists, and petroleum engineers who have spent a great deal of time and energy successfully treating addiction sufferers by relating to them in an empathic way.
One positive argument that Dr Els points out regarding those "who assume the primary mandate, responsibility, and accountability for the prevention and care of addiction" is that, if the financial support were available, some psychiatrists would be happy to participate. However, we would inevitably have to turn to other physicians whose interest and competence in that area is based largely on experience. The number of physicians of any stripe is limited, and while financial inducement will improve the treatment of addiction, it will not solve the present question of who can best treat individuals with addiction. Psychiatrists must address the phenomenological distress of the patient, a process that ultimately ends with the concept of an "I," a verbal recognition of self. This is also the role of the new psychiatrist.
